incidence with cases often arising from cousin marriages of unaffected members, who can be given no assurance that they will not transmit the disorder. 
Some women will gain three stone in six months after bilateral ovariectomy, while others will not change weight; some will have almost unbearable vasomotor and nervous symptoms, others will have none. Similarly with pregnancy, some women show minimal endocrine changes, others put on weight during pregnancy, and/or after each successive pregnancy; while others develop or increase pre-existing hirsutism, temporarily or permanently. These are normal changes probably associated with the hypertrophy of the anterior pituitary gland and adrenal cortex, which we know occur in experimental animals during pregnancy. There is an indefinite dividing line between such normal physiological changes and the development of morbid conditions.
Hormone Tests for Pregnancy
The Ascheim-Zondek (mice) and Friedman (rabbit) tests for pregnancy are well known and commonly used, the former taking 5 Cushing (1933) approached the problem from a histological angle, and showed that in fatal cases of eclampsia there was a basophilic hyperplasia of the pars intermedia, and often an infiltration of the pars nervosa by basophil cells. The significance of these findings is also disputed (Lennox, I942) . Mukherjee(I941) returned to the biological approach, and showed that filtrates from the blood of toxaemic women contained a melanophore-expanding principle, an antidiuretic substance, and a vasopressor substance, the relative proportion of the latter two constituents corresponding to the clinical picture.
Hain (1940) found that in normal women in the last three weeks of gestation a marked increase in the excretion of oestrogens and pregnanediol took place, and in pre-eclampsia or eclampsia the values for both were higher than in normal women, and especially high were the pregnanediol values. In one patient a sudden marked rise in pregnanediol followed intrauterine death. The complexity of the subject, however, is shown by the observations of Smith and Smith (I94I), who found that the earliest and most constant sign in pre-eclampsia and eclampsia was the elevation of serum gonadotrophins (implying a placental abnormality), and that there is a "progressive deficiency of progestin, a concomitant decrease of oestrogen, and a consequent changed metabolism of oestrogen, involving greater and more rapid destruction." Shute (1940) also found that the blood of eclamptic women revealed low oestrogen values, and records observation on the treatment of "ten true pre-eclamptics and six convulsive eclamptics" to show the "beneficial effects of oestrogens in the treatment of these cases." He also warns against the giving of Vitamin E to eclamptic women, since this produces a still further lowering of the blood oestrogen values, and records that "one of the writer's patients developed a fulminating toxaemia ending in convulsions when large doses of wheat germ oil had been administered without the precaution of a preliminary test of blood oestrogen level"-and that "a colleague had two similar experiences." He adds that "there is a large gap in the chain of evidence." As to treatment, he gave 50,000 international units of oestradiol subcutaneously, and repeated this within twenty-four hours if no benefit. In some cases spontaneous labour supervened. Cohen, Marrian and Watson (1935) , point out that normally "during the greater part of pregnancy over 99 per cent of the total oestrogenic material excreted in the urine is in the 'combined' ether-soluble form, which possesses only a low physiological potency. It is therefore no longer difficult to reconcile the production of large amounts of oestrogenic substances in the body during the pregnancy with the fact that the injection of oestrin into pregnant animals may interfere with the normal course of gestation."
It seems to the writer that a great deal of the abnormal hormone findings in eclampsia may be due to a diseased placenta, as this hormone is the source of oestrin, progestin, and gonadotropin; but that excess of vasopressin from a hypertrophied pituitary may produce vaso-spastic changes and resulting infarction in the placenta. On the whole one is tempted to agree with the cynical view that "eclampsia is a disease of theories."
Pernicious Vomiting of Pregnancy Anker and Laland (1938) JUNE, 1944 PREGNANCY: ENDOCRINE DISORDERS were spontaneous, and II babies survived; 3 were induced, and 2 survived. The total foetal mortality was 33 per cent. They conclude that pregnancy should always be terminated at the 36th to the 38th week, and favour Caesarean section in primipara and induction in multipara. This is in keeping with Joslin's experience. To avoid the possibility of insulin hypoglycaemia in the newborn baby (owing possibly to compensatory islet cell hypertrophy), glucose should be given two-hourly during the first forty-eight hours, although Joslin records that in the last twenty-five babies in his Clinic this has not been necessary. Lactation is often deficient in a diabetic, but breast feeding should be attempted whenever possible.
Priscilla White and Hazel Hunt, working at Joslin's Clinic, have recently made an interesting contribution to the study of foetal death rate in diabetes mellitus. They carried out assays of chorionic gonadotropin and pregnanediol in the urine of I25 diabetic women after the 24th week of pregnancy. In 4I women these hormones were present in normal concentration, and 95 per'cent of foetuses survived. In the remaining 84 cases, there was an increased excretion of gonadotropin and decreased excretion of pregnanediol. 27 of these abnormal patients were untreated by hormones and 60 per cent of the foetuses survived. 50 patients with abnormal hormone excretion were treated by large doses of progesterone, and stilboestrol, in the latter half or third of pregnancy, and the foetal survival rate was as high as 92 per cent. The authors also record that toxaemia appeared to be modified by this hormone therapy. If this work is confirmed, it would appear to call for the routine assay of chorionic gonadotropin and pregnanediol in pregnant diabetic women, as the apparent effect of appropriate hormone therapy on foetal death rate is striking.
As to whether diabetics should have children from a eugenic point of view, the answer is in the negative if there is a family history of diabetes in both parents, and an indecisive answer if only on one side of the family. Otherwise the answer is Yes, if the mother desires children and is intelligent. The Mendelian recessive theory is not universally accepted.
Diabetes Insipidus This is a rare complication of pregnancy, and when it appears in pregnancy often disappears after partutition. A pre-existing diabetes insipidus may be aggravated, ameliorated, or uninfluenced by pregnancy (Blotner and Kunkel, I942). The condition is readily controlled by injections of pitressin tannate in oil. Thyrotoxicosis
This condition may have its onset in pregnancy, probably due to a pituitary thyrotropic stimulus in a patient with a constitutional thyroid sensitivity. More commonly pregnancy may supervene in a thyrotoxic patient, although with severe degrees of thyrotoxicosis pregnancy is unlikely, and if it occurs may be followed by spontaneous abortion. The treatment of pregmancy in a thyrotoxic patient used to be abortion in the early months, and this is justifiable. If, however, a child is desired, an early thyroidectomy is indicated and is likely to result both in the cure of the thyrotoxicosis and a successful pregnancy. It may be that the recent discovery of the beneficial effects of thiourea and thiouracil in thyrotoxicosis will permit the continuation of pregnancy under medical supervision, or in combination with irradiation of the thyroid gland. The maximum and most prompt safety for mother and foetus, however, is offered by thyroidectomy. 
